The patient is at present in good health, but the prognosis is rendered very unfavourable owing to the presence of the subperitoneal rnetastasis.
I am indebted to Dr. R. H. F. Routh, of Bridgwater, for the information respecting the four former operations for what were regarded as ordinary fibroid polypi. No sections were made of any of these growths. The fifth polypoid mass I examined myself, but its necrotic condition led to my failure to discover the true nature of the tumour, and it was only when healthier tissue was examined at the sixth exploration in April last that the correct diagnosis was made.
Report of the Pathology Comimittee.-" We have examined this specimen and the microscopic sections of the uterine growth and agree that the tumour is a mixed-celled sarcoma containing numerous giant-cells."
Dr. AMAND ROUTH mentioned that after he had removed the polypus in January, which Dr. Lockyer had reported to be a fibro-myoma, the uterus appeared to be quite small and to be free from other fibroid nodules. The uterus was therefore not removed. Two months later, when another polypus, stated by Dr. Lockyer to be sarcomatous, was removed, the uterus was so enlarged that, owing to the relatively small vagina, it had to be removed by abdominal section.
Pregnancy in the Wall of a Tubal Pus Sac.
Shown by CUTHBERT LOCKYER, M.D.
I AM indebted to my chief, Dr. Amand Routh, for his kind permission to bring this case before the notice of this Section. The patient was a inarried woman, aged 29. She had had two children; the youngest was aged 81 years. The confinements were spontaneous.
For the last four years the menstrual periods had been very painful, offensive and altered in colour. Each month during this time the patient had to lie up on account of the pain, which she described as " bearing down " in character. The flow lasted eight days, was never of the colour of healthy blood, but began as a pinkish fluid and ended as a dirty brown discharge. In amount this discharge was abundant and was always preceded by copious leucorrhoea, from which the patient suffered continuously between the menses, but not to the same extent as just before the menstrual flow. There was no history of gonorrhcea or dispareunia obtainable. In November, 1907, the period should have appeared on the third of the month; it did not do so, but on November 14 the patient was seized with great abdominal pain and a slight pink discharge escaped from the uterus. There was no sickness, but the patient fainted two or three times during the next few days.
On November 23 severe uterine heemorrhage started whilst the patient was at work; she laid up for three days, did not faint, and said she felt relieved by the loss. For the next two months the patient saw Dr. Eden several times in the out department at Charing Cross Hospital. The first visit was on November 20, three days before the loss above mentioned. The uterus was then enlarged, there was nothing characteristic of pregnancy in the cervix, and nothing wrong with the appendages was noted. On December 4 the uterus was still bulky, the os was open and the patient was losing freely. The loss continued for a month as an offensive blood-stained discharge. On January 11, 1908, the uterus was found tilted to the left, and behind it a soft, ill-defined swelling was felt; this developed by January 22 into a tense, cystic, tender swelling the size of an orange. On January 25 the patient was admitted under Dr. Amand Routh, who felt a mass in the right posterior quarter of the pelvis united to the uterus by a band. This mass was evidently smnaller than it was when first noted by Dr. Eden. The uterus was explored for retained products, but none were found; the patient left hospital on February 6, the pelvic swelling having meanwhile steadily dimninished in size. She remained quite well until February 24, when she was seized with violent pain in the right pelvis, and on February 26 there was a severe loss whilst she was in bed and she was at once readmitted. There had been a "normal period" between the time of discharge from hospital and readmission tFebruary 6 and 26). Dr. Routh performed laparotomy on March 2. The right tube and ovary were removed and form the specimen shown to-night. There was no sign of internal haomorrhage. The wound healed per primam.
The specimen consists of the tube and ovary of the right side (see fig.) . The entire tube is thickened; in its outer two-thirds it forms a thick-walled sac, fromn which, when Dr. Routh incised it, a quantity of fluid pus escaped. This was reported on by Mr. Leatham as being quite sterile. The sac forms a rounded body and is twisted upon the uterine portion of the tube, so as to form, with the latter, a retort-shaped tubal pyosalpinx. In the anterior wall of the sac lies a circular blood-clot, having a diameter equal to that of a penny piece. It is quite localized and sharply defined at its edges, although the latter are irregular. Microscopic examination of this blood-clot reveals the presence of chorionic villi; these lie free in the clot and can also be traced into the adjacent degenerate and inflamed muscle tissue. As already stated, the sac contained purulent fliid but no free blood, nor was there any blood in the abdominal cavity. The small heematoma is therefore an intramural tubal mole, which, although it is seen to form a convex swelling on the peritoneal surface of the tube (paratubal haematocele of Handley), had never ruptured and caused free peritoneal hmorrhage; neither was there any sign of free blood in the lumen of the tube. This strange situation for a tubal mole is interesting if not unique, and gives rise to many important speculations, to answer some of which our accredited knowledge of tubal gestation may be found inadequate.
Specimen of the right tube and ovary.
The past history of the patient points to tubal inflammation extending over a period of four years; her recent illness led Dr. Amand Routh to suspect tubal pregnancy, and the patient was discharged from hospital under the impression that a tubal mole had formed and was being absorbed, the reduction in size of the swelling justifying this conclusion.
At the operation, as the swelling contained pus, and as there was no bleeding into the peritoineal space, the diagnosis of ectopic pregnancy seemed erroneous, and it remained for the microscope to prove its presence. A case somewhat akin to the present one, excepting that there was no pus sac present, was shown by Dr. Eden at the Obstetrical Society in 1906,1 entitled: " A Case of Tubal Pregnancy with Acute Salpingitis." No pits was found by Dr. Eden in his case, and, after describing the wall of the tube as of I in. in thickness, the author remarks that "it is rare to find a gravid Fallopian tube with such extensive inflammatory changes as have been here described."
This remark is equally applicable in the present instance, where to chronic thickening of the uterine end of the tubp (the cut wall being i in. in thickness) is added the distal pus sac. The questions which are hard to answer are: How long does it take for a thick-walled purulent sacto-salpinx to form ? and, when formed, how can an ovum gain access to its lumen, become fertilized, and embed itself in the walls? Yet this might be said to represent the sequence of events as presented by the patient's history. The alternative view would be that the small intramural mole was the first tubal lesion and that the chronic thickening and ultimate tubal pus sac were of later formation. This interpretation removes all difficulties of a mechanical nature, only to introduce others of a pathological kind, for the patient, who was taken ill on November 11, 1906, was found to have a pelvic tumour on January 11, 1907, and the operation on March 2 proved that the swelling was a pus sac with thick, chronically indurated walls. It is impossible to assume that such gross inflammatory changes are secondary to a molar pregnancy of two or three months' duration. The most tangible explanation seems to be that pregnancy has occurred in a tube which had previously been damaged by chronic interstitial salpingitis, and that, following the embedding of the ovum and the formation of a mole in its walls, the lumen of the chronically indurated tube became converted into a pus cavity.
DISCUSSION.
Dr. EDEN said that he thought a different explanation of the appearanpes in this specimen could be offered. He regarded it as extremely improbable that gestation could occur in a suppurating tube, or, indeed, in any tube which had undergone well-marked inflammatory changes. Such tubes were invariably sealed at the abdominal ostia, and the entrance of an ovum was accordingly impossible. He suggested that the inflammatory changes had followed, not preceded, the occurrence of gestation in the tube, and that the pyosalpinx I Obstet. Soc. Trans., xlviii.,  was the result of suppuration occurring in a tubal mole. The clinical history of the case appeared to support this view, and there was certainly no definite evidence of the existence of salpingitis before conception. The time whiclh had elapsed between conception and operation was quite sufficient for the occurrence of the gross changes in the tube wall which Dr. Lockyer had described. He had himself shown to the Obstetrical Society in October, 1906, a specimen of tubal pregnancy with acute salpingitis, and although no suppuration had occurred there was well-marked thickening of the tube wall, which averaged 4 in. in thickness. The patient had been in perfect health and was, indeed, suckling her last child at the time of occurrence of the tubal gestation. The pre-existence of tubal inflammation was therefore hardly possible in this case, and he should prefer to regard Dr. Lockyer's case as one of similar character.
Dr. TATE referred to a case of tubal gestation on which he had operated *in January, 1908, in which there was rupture of the right pregnant tube with intraperitoneal haemorrhage, and a pyosalpinx and suppurating cyst of the ovary on the opposite side. The wall of the tube on the pregnant side was thicker and firmer than is usually the case, and it seemed probable that there had been some old inflammation on this side. Moreover, it is very rare to find gross suppurative disease on one side without a certain amount of inflammation on the opposite side. Although salpingitis is only rarely an antecedent of tubal gestation, the present case seemed to confirm Dr. Lockyer's view that gestation may occur occasionally in a tube markedly diseased. Dr. AMAND ROUTH thought the clinical facts of the case seemed to show that the tube became infected after the patient left the hospital the first time, when she was believed to have recovered from the risks attending the formation of a tubal mole. When she returned to the hospital the tubal swelling was much larger and more fixed, and there were both pyrexia and pelvic pain and tenderness. The other Fallopian tube was removed at the second operation because it was enlarged and its ostium sealed.
Dr. MCCANN said that about twelve months ago he had operated on a patient who had a pyosalpinx on one side and a tubal pregnancy on the other. There was a history of repeated attacks of pelvic inflammation, indicating that the salpingitis had antedated the occurrence of the tubal pregnancy. Dr. McCann still thought that previous salpingitis did play a part in the causation of tubal pregnancy, although he was aware that many observers held a contrary opinion. In his experience salpingitis had been found so frequently in conjunction with tubal pregnancy that their association must be more than a coincidence.
Dr. LOCKYER, in reply to Dr. Eden, said that with regard to the sequence of pathological events he found it difficult to believe that such fibroid thickening as was seen to exist in the tube wall could have been formed subsequent to the embedding of the ovum, which the history showed took place in the middle of November, 1907. In reply to Dr. Tate and Mr. Targett, Dr. Lockyer stated that the opposite tube was removed by Dr. Routh, whilst the opposite ovary was left in situ. Unfortunately this tube was not examined microscopically, so that there was only the clinical evidence to support the contention that it was diseased. Dr. Lockyer had no hesitation in accepting the belief that it was possible for a fertilized ovum to embed itself in the walls of a Fallopian tube damaged by an inflammatory disease.
Grape-like Sarcoma of the Cervix Uteri.
GRAPE-LIKE sarcoma of the cervix uteri is a rare disease, and comparatively few cases have been recorded. In my book on " Cancer of the Womb," p. 111, I have given a short description of the disease, taken from the records at present available, but I had not met with an example in the living subject until I was asked to see the case here described.
The patient presented herself at the out-patient department of the Samaritan Hospital, and was seen by my colleague, Dr.-Abernethy Willett, who kindly sent her into my ward. She was a bronzed, fairly well-nourished woman, aged 52, who assisted her husband to work a barge. When admitted into hospital on May 15, 1907, she complained of a profuse, feetid, brownish yellow discharge, which had persisted for six months, but no blood had been observed in it. She had had six children, the last born ten years previously. Her confinements had been without difficulty, and she never had a miscarriage. Menstruation had been regular, each period lasting two to three days without excessive blood loss. She stated that she had been getting thinner for a month, but had not suffered pain.
Examination of the abdomen revealed nothing abnormal, but on inspecting the vulva, after separating the labia, a reddish purple polypoid growth was seen occupying the vulvar inlet. When the finger was inserted into the vagina the upper part of the canal was found to be occupied by a large, smooth, irregular growth, which apparently sprang from the interior of the cervix. Owing to the larger amount of the neoplasm being close to the cervix it was difficult to define its exact origin.
It was not until the patient was anaesthetized and prepared for operation on May 22, 1907, that a thorough examination could be
